The advantages of early discharge from hospital, as the natural sequence of early ambulation, are more efficient use of hospitals, reduction of waiting lists, reduction of risk to the patient (e.g. infection), and psychological effects.
DISCUSSION ON PROSTATECTOMY-EARLY OR LATE?
Dr. R. A. P. Paul (Hillingdon):
Apart from acute retention, few patients with prostatic obstruction are aware of any other symptoms. A retrospective enquiry showed that they had not appreciated a reduction in their urinary stream nor difficulty in starting the act. They may have noticed increased staining of their underpants but this was attributed to careless habits. Many men, for as long as they can remember, have got up at night but, apart from acute retention, nocturia three or more times each night is an indication for investigation and possible prostatectomy.
I would like to postpone prostatectomy in old men in the hope that surgery would be unnecessary. Many old men with cardiovascular and respiratory disease live for years with an enlarged prostate without acute retention, until a crisis is provoked and indeed produced either by anxiety or drugs. A respiratory case with moderate or fairly severe bronchospasm will remain well until the doctor goes on holiday and someone else comes to see him, then he loses confidence and has a spasm of the sphincter as well as the bronchioles. I have returned from holiday to find this on more than one occasion. Admission to hospital for other reasons than genito-urinary disease will often produce acute retention because of anxiety, and possibly the inability to pass urine when they want to do so. Old people are best left in their own homes in spite of all talk about geriatric clinics and eventide homes. Prostatectomy relieves symptoms but it does not prolong life a great deal if one has to contend with a hard winter and an influenza epidemic. Blood urea and the kidney condition at the time of operation are the real criteria and determine how long the patient will live. It is well to remember that in helping an old man with his bronchospasm, the too liberal prescription of ephedrine or belladonna precipitates acute retention.
Sometimes on referring patients to hospital, only comforting words are received in return, and little else is possible. There are times when I am forced by the patient to refer him to hospital even though the symptoms are minimal. In these circumstances I would prefer the consultant to send the patient back to me and not allow him to continue attending as an out-patient. A friend of mine attended a patient of 35 who had unbearable frequency and great difficulty in passing his urine. He was fully investigated and although everything appeared normal he demanded that "something would have to be done". My friend suddenly thought of chlorpromazine, which produced a cure after taking pills for one day. A psychiatrist once told me that the two most pleasurable things in life were the acts of evacuation of the bowel and bladder. Certainly it must be pleasurable if you can manage it only after it had appeared impossible. However, whether it is pleasurable or not, we use the coldest room in the house for our pleasure. Thus an aged man, bronchitic and with congestive heart failure, goes to the coldest room in the house, to sit on the coldest seat to do the things which are most important to him.
The old man always prefers to sit down to micturate, because he is afraid that if he strains he will also open his bowels. He has to strain because he has lost the facility to relax, and this inability to relax is in my opinion a big factor in his respiratory condition. Sitting down is physically the wrong way to pass urine, as "the pipe line is above the tank". In addition tight clothes often restrict an already inadequate flow. The right and proper way to empty the bladder is on all fours, but for practical purposes standing up, leaning forward, is the next best alternative. I think that all men, and especially old men, should further empty the bladder standing up, even after sitting down to deficcate. This would prevent the residue being left in the bladder and the ensuing infection. I am extremely interested in this facility to relax. The asthmatic patient relaxes and breathes easily, but if he is tense, his breathing becomes difficult. It is equally true to say that often the urinary stream is excellent, strong and full volume, and then as the patient becomes tense it is difficult and small. This relaxation is something that most people cannot think about, for if they think they become tense and the act becomes difficult. I am sure medicine must give more thought and consideration to teaching people to do the normal things in life relaxed, such as breathing, micturition and even walking.
The opportune time for prostatectomy must be early rather than late. It must be before the kidney efficiency has dropped too far, for it is my impression that this does not improve much afterwards. It is difficult to see these men early, as they are often not aware of the need of advice before they have retention. I think the general practitioner should be watchful of all his patients aged 50 and above, who have any tendency to bronchitis and cardiovascular disease. If these men have to get up three times or more at night, have difficulty in starting the stream and on one occasion after a long wait have had very great difficulty in starting the act, they should be investigated. If there is any loss of kidney efficiency they should have a prostatectomy. I have said that I try to avoid surgery in the more elderly aged 65 -70 and upwards. I believe that many of these would do well with cystotomies but I would not care to have to look after them.
Finally, two doctor friends of mine have had their prostates removed at an early age, one before he was 50 and the other in the early 50's. One found that he was getting up so frequently at night that he had no rest and when investigation showed some loss of kidney function, he decided to have the operation. The other man could hardly sit through a match at Twickenham and although he did not have to get up at night, he had difficulty in starting micturition in the morning. Now he can see the entire Middlesex Seven-a-Sides without a shiver. What more could one ask for early prostatectomy?
Mr. Howard G. Hanley (London):
It is not the purpose of this paper to discuss the various types of operation or the long-term results following prostatectomy, but rather to decide when the operation should be performed. It is fair to state that most men if they live long enough, will require a prostatectomy, therefore this discussion is very relevant. If there were definite signs and symptoms which would tell us that retention was eventually inevitable in our own particular case, we would, neral Practice 537 if sensible, opt for elective prostatectomy. It is important to define quite clearly the difference between a prophylactic and an elective operation. A prophylactic operation is performed to prevent the onset of some pathology which might never occur in any event, e.g. the routine removal of a normal appendix at the same time as, say, a hysterectomy. This is to ensure that the patient will never develop acute appendicitis. An elective operation is performed for established pathology, but it is performed at the optimum time under optimum conditions. There is no place for prophylactic prostatectomy because an adenoma cannot be enucleated before it has developed, but elective prostatectomy should be the operation of choice. Retention must be avoided at all costs. It is not the retention, with its temporary discomfort, which is so important, but the fact that retention only occurs after considerable damage has been done. It is the decompensation and ill-health leading up to retention which make it a point of no return. In a consecutive series of 214 prostatectomy operations in an acute general hospital, the operative mortality following retention of urine was 8 % whereas in the absence of retention it was only 2 5%. This is a significant difference, and indicates the very poor general condition of the average patient with retention of urine. To the urologist, it is the patient's general condition with regard to his cardiovascular, respiratory and central nervous systems which matters, rather than his renal function or his age in years. Only two of the 14 deaths in the series quoted were due to urinary complications. One was due to pyonephrosis and one to pyelonephritis, whilst the rest died from general medical causes, or from being "just too old". The two great hazards of prostatectomy have always been hemorrhage and infection. So much so that in the past it has been necessary to weigh carefully the known risks of operative morbidity and mortality against the unpredictable risks of retention and renal failure. To-day the picture has changed considerably. The operative morbidity and mortality have been so greatly reduced that we should now be considering operation for convenience rather than for sheer necessity. To-day, using modern operative techniques and anesthesia, blood loss has ceased to be a problem, and in a majority of cases is negligible, 3 to 6 oz or so measured by the most scientific means possible. Under such conditions, blood transfusion is a rarity, and because the improved hiemostasis makes completely closed drainage possible without the necessity of bladder washouts, infection can be adequately controlled. The point to be stressed here is that prostatectomy is not the terrible thing it was, and that there is el really no justification for postponing operation in the hope that it will not become an acute necessity.
Acute retention must be avoided at all costs. The reason for this, quite apart from the increased operative mortality, is as follows. As the prostate slowly enlarges, the bladder muscles hypertrophy, and for many years the emptying efficiency is maintained by this physiological balance. However, as soon as the bladder compensation fails, emptying is interfered with and a small quantity of residual urine is left after micturition. In itself this is of little consequence, but it is nevertheless a warning that the point of physiological compensation has been passed. Infection may now occur and the problems of ureteric reflux, renal back pressure and overflow incontinence follow in due course. It is most unlikely that acute retention due to prostatic obstruction will ever occur until the stage of decompensation has been reached. In other words truly acute retention is rare, as compared with acute following chronic retention, and it is almost invariably the final precipitating causes of the retention which are the danger, and not the stoppage per se. A classical and a contemporary cause of acute retention is alcohol, not a lot, but just enough! Pleasant analgesia, overfilling of a poorly compensated bladder and inaccessibility of the usual offices predispose to retention, but even here some measure of compensatory failure must be present to some extent before retention will occur.
The most dangerous form of retention from the urologist's point of view is that which occurs in a man who is already ill in bed with some medical complaint such as pneumonia, bronchitis, cardiac failure, &c., because once retention has occurred, prostatectomy is generally necessary eventually. This raises the question: prostatectomy, early or late? When should one decide that a man with moderate prostatic symptoms should have an operation ? Ironically enough there is little doubt that the fitter a man is the longer he can afford to delay. It is the poor risk patient who should have an early operation before he becomes any worse. Unfortunately this is the type of patient who is deferred, just because he is unfit. Great age in itself is no bar to successful prostatectomy, and while urologists are always proud of their 90-year old patients, it is frequently forgotten that in order to live to 90 a man has to be tough, and many of these very old men stand operations very well indeed; infinitely better than a younger man who is medically unfit. I am sure that most of us would agree that prostatectomy should be performed before retention occurs. Now this being so, why is it that of the 214 consecutive prostatectomies to which I have referred, over 70% were seen with acute retention? Even at St. Paul's Hospital where the beds available for emergency admissions are extremely limited, over 22% of the prostatic cases during the past year were admitted with retention, while 25 requests from the Emergency Bed Service to admit cases of acute retention were made during the month of Januaiy 1960-nearly one per day. In contrast to this, why is it so rare to see a private patient with acute retention? This cannot possibly be a question of economics, as prostatectomy costs the hospital patient nothing while for the private patient it is very expensive.
It is for the General Practitioners to record what happens to the patient between the onset of prostatic symptoms and the onset of retention. It has been said on numerous occasions that the patient is merely given a bottle of Mist. Pot. Cit. when he complains of nocturnal frequency, or other symptoms. I doubt whether this is true at all for I suspect that in the great majority of cases, the General Practitioner does not see these patients any earlier than the urologist does, and I think it is a matter of educating a rather misinformed public. Many men consider it normal to have difficulty, frequency, and dysuria as they get older. Moreover, not only are patients ignorant but they are also afraid of hearing the truth, namely that an operation will be necessary. We as a profession cannot escape from accepting the responsibility for an uninformed general public. We rise up in arms when the press or television tries to cast light upon various subjects, rightly perhaps, but I also think that we ourselves should be a little more open and forthcoming. The lead should come from us and not from the press. Such medical education of the public is a very difficult problem. Although we must discourage the 45to 55-year-old man with mild chronic prostatitis from demanding "an operation" (which will not help him), we must nevertheless try to explain the dangers of chronic urinary obstruction, and in order to do this we must formulate our own views about the indications for prostatectomy.
The size of the adenoma is not necessarily related to the need for operation, but it is a sign which cannot possibly be ignored even if the patient has very few symptoms. 100 consecutive adenomata removed at St. Peter's and St. Paul's Hospitals have been analysed into groups according to age and weight. Now allowing for the fact that one 62-year-old man had a gland weighing 105 g, while one 89-year-old man's gland only weighed 35 g, there is no doubt whatever that, statistically, the longer we live the larger the adenoma becomes. In fact it more than doubles in size between 65 and 75 years. The difficult decisions arise in a man with troublesome symptoms but a relatively small prostate on rectal examination. Diurnal frequency is not necessarily a symptom calling for operation. Nocturnal frequency, however, if it interferes with sleep will rapidly undermine health, while difficulty and dribbling are self-evident danger signals, and call for surgery. One attack of retention is sufficient for me to insist upon operation. Again I would repeat the question, what happens to the patient between the onset of his symptoms and his acute retention? If we can operate upon him eatly, there is no doubt whatever that the morbidity and mortality can be kept within reasonable bounds.
In conclusion I would like to pose certain questions to General Practitioners, which only they can answer:
(1) Apart from an attack of retention of urine, what do you consider to be the most important symptom calling for prostatectomy?
(2) Do you in your own practice urge a man to have his prostate removed (a) early because he has cardiovascular or respiratory disease, or (b) to postpone operation in the hope that he will never require surgery because he has cardiovascular or respiratory disease ?
(3) What proportion of your frail old men have an illness which confines them to bed, without precipitating urinary troubles?
(4) We could halve our operative mortality by sending many of these men home with a permanent suprapubic cystotomy. What would the general practitioner feel about that? How many of you have patients with permanent cystotomies ? Are tubes changed by (a) patient or relatives? (b) District Nurse ? (c) General Practitioner? (d) Hospital?
(5) The "black month" for retention is February. This is also the worst month for respiratory disease. Urinary symptoms improve during the spring and summer months. Do you find that a man who has suffered from urinary troubles during one winter has similar trouble during the next winter, and if so should he be investigated during the summer months?
(6) When you send such a man to outpatients, whose symptoms are at the time minimal, do we send him back with "comforting words" only?
(7) Is a senile old man who has had his prostate removed years before, easier to manage than one who has not? (8) Does removal of the prostate prevent any urinary complications in such frail old men?
Dr. Richard I. Bodman (London):
As an anesthetist I am not in a position to decide when to operate-whether early or late; although I occasionally have to decide between very late and too late! My contribution to the discussion relates to the three most important factors which influence my assessment of the risks of this particular operation, hoping that this may help general practitioners to decide when or whether their patient should have a prostatectomy. These factors are old age and its two concomitant complications, cardiovascular disease and respiratory disease. Hospital last year for treatment of urinary obstruction and demonstrates why prostatectomy is an operation of old age. They extend from 50 to 90, the mean being 69. This being so one must not only assess the patient's likelihood of surviving the operation, but also decide whether his expectation of life is sufficient to justify the physical and mental trauma involved and whether he will live long enough to derive some benefit from the operation. With regard to the natural expectation of life I have in the past subconsciously adopted the Psalmist's "three score years and ten" and tended to think that anyone over 70 is lucky to be alive anyway. The Registrar-General's reports, however, show a more optimistic state of affairs, for although at the age of 25 the expectation of life is in fact 45 years (to 70), paradoxically a man reaching the age of 70 can expect to live another 9 years and at 75 can expect to live to 82. I wonder if surgeons when they decline to operate have these figures in mind. Is there then any age which contraindicates surgery? I suppose at the age of 100 when the expectation of life is a matter of months, prostatectomy would hardly be justified; but we have removed the prostate from a man of 90 and when last heard of he was fishing in Scotland. In general, though, I believe that in those series of prostatectomies which have been published, the patients who have not survived the operation tended to be the older ones. The reason for this is to be found in Table I , which shows the progressive increase in cardiovascular disease and respiratory disease with age, and is confirmed by the observation that death following prostatectomy is more often than not due to cardiovascular or respiratory complications, rather than to the hazards of the condition itself. So although we all know of patients who are hale and hearty at 80, these are exceptions to the rule that the older you get the more likely are you to suffer from the complications of old age. My conclusions about age are obvious enough, it is better to operate at 65 than at 75; but at 75 it is still worth operating, for your patient may have another seven years to live! Cardiovascular disease.-At least a fifth of all patients coming to prostatectomy at Hillingdon had a history of hemiplegia or coronary thrombosis, or were found to be suffering from angina pectoris or severe hypertension, and auricular fibrillation was a common finding. At one time we had ECGs done on all patients and I used to make a point of not looking at them until the operation was safely concluded. As a result of experience I now regard them with greater equanimity. The following is a fair sample of the cardiologist's expertise: "ECG shows a fairly extensive atrio-septal infarct and the marked deviation of ST in lead V4 suggests that he may have a localized aneurysmal dilatation of the ventricular wall." In fact this man, aged 73, had had a coronary thrombosis six months before and he was short of breath on exertion and had a mild chronic bronchitis. He had an uneventful operation and recovered very well. Unfortunately, the ECG cannot detect when a patient is going to have a coronary thrombosis and we have had patients die of a coronary thrombosis the day before operation and one on the day before he was due for discharge, after an uneventful prostatectomy. The former is unfortunate but the latter puts up the mortality figure for prostatectomy. These are hazards which must be faced when operating in this age group.
Is an ECG a waste of time? This is not so, as to be forewarned is to be forearmed. But it should take its place after a clinical assessment. In my experience the most important guide to a patient's fitness is his exercise tolerance, based on his walking habits at home or in hospital. This can be assessed by how far he can walk without getting out of breath, his ability to walk upstairs, and whether he can walk and talk at the same time. Provided the man can get about and there is a reasonable expectation of his condition being improved by prostatectomy, then we regard him as fit. What about heart failure? This depends on his response to treatment. If he improves then we can operate. In fact our experience leads me to the conclusion, confirmed by our cardiologist at Hillingdon, that cardiovascular disease, including coronary disease, is not a contraindication to prostatectomy, provided of course that anoxia is not allowed to occur and that blood loss is measured and replaced. You may ask why we feel confident about this. The answer is that during an operation with a properly conducted anesthetic, the patient lies supine, his muscles relaxed, and he may not even have to breathe for himself: in fact his basal metabolism is lower than at any other time: the heart consequently has less work to do and, provided it receives adequate oxygen, is under less stress than usual. A defective myocardium which can barely cope with the restricted activity of a "cardiac" life is better off under anasthesia than during consciousness.
Respiratory disease.-Having noticed how many of our old men seem to have a chronic cough, I recently looked for some figures that might show a correlation between chronic bronchitis and enlargement of the prostate. Turning up the tables of deaths by social classes in the Registrar-General's reports and using coronary thrombosis as a guide, for we all know this is more common among the professional classes, I extracted the foregoing table (Table II) . Status-seekers who are having trouble with their water will be gratified to see that hyperplasia of the prostate has a distribution similar to coronary thrombosis. Bronchitis on the other hand has not. One interesting observation to be drawn from this "negative correlation" between chronic bronchitis and hyperplasia of the prostate, is that if you draw your patients from social classes IV and V, the number with chronic bronchitis is likely to be higher than in the general population. Disease of the respiratory system is of particular interest to the anmsthetist for two reasons. First, if the lung function is severely restricted, as in severe emphysema or acute asthma, the patient may come to depend on his accessory muscles of respiration to stay alive. If such a patient is rendered unconscious his voluntary efforts will cease and the automatic movements of his diaphragm may be insufficient to maintain his exchange of oxygen and carbon dioxide. If we now paralyse this patient with the object of artificially ventilating him, we may find that we can inflate his chest, but that he fails to expire owing to loss of elasticity of the lungs in emphysema, or to spasm of the air passages in asthma. An attempt to apply a negative pressure with a respiratory pump can result in collapse of the as the Draeger. It is more useful if the actual measurement can be related to the expected figure for a given age, height and weight. I have constructed a table which, with the aid of the body surface area nomogram, gives such a figure. Workers. in this field accept a wide individual variation so that a range of +20% may still be within normal limits. It is of interest to note that the expected vital capacity diminishes by 50 % at 80 years of age. The second measurement, the rate of flow of air, can be measured by using the spirometer together with a revolving drum. The subject makes a forced expulsion of air into the spirometer and this is recorded. The measurement can be expressed in ml per sec and is then called the Forced Expiratory Volume (F.E.V.). Such an apparatus is bulky, not very portable and a little capricious and for clinical use the Wright peak flow meter has much to recommend it, as it is convenient and portable and seems to give very consistent results. An even simpler test is the candle test. The subject is asked to blow out the candle and if he is unable to do this at 12 in. from the mouth he should be investigated further. Unfortunately, this test depends to some extent on how wide the mouth is opened, so I have modified it slightly to regulate the size of the orifice through which the subject blows and by arranging the candle on a slide, I have made it rather crudely quantitative (Fig. 2) . air passages and trapping of the air in the alveoli. Secondly, most old people with poor lung function have a complicating chronic infection. This acts as a reservoir from which an acute and possibly fatal infection can easily arise after operation.
Two measurements can be of great help in diagnosing and treating such complications. The first is simply to measure how much air the lungs will hold, namely the vital capacity. The second is to measure the rate of flow of air from the lungs, and this will reflect the patency of the air passages, for the rate of flow of air, like that of water, is proportional to the diameter of the tube through which it flows. The more constricted the air passages the slower the expiration. The vital capacity is easily measured with a spirometer or more portably with a gas meter such By using these last three tests before and after inhaling a bronchodilator drug further information can be obtained. An improved performance after the bronchodilator drug is prima facie evidence of bronchospasm, whereas no change in a poor performer indicates an emphysematous condition.
Bronchospasm is amenable to treatment with bronchodilator drugs such as Choledyl 200 mg 1-2 tabs. four times a day by mouth, or adrenaline and atropine spray, B.P.C., three times a day by inhalation. Chronic infection is treated with postural drainage with percussion twice daily for at least a week. The sputum is cultured and the appropriate antibiotic prescribed. Fortunately a pure emphysematous condition is rarely found on its own, for it does not respond to treatment. What influence will respiratory disease have on your decision whether or not to operate on your patient with an enlarged prostate? The answer is the same as for heart failure: provided he makes a good response to treatment, operation may be undertaken at once. If it is decided to postpone operation it must be borne in mind that the chest condition will probably progress each year, with the possibility of acute exacerbations each winter.
For the sake of clarity we have discussed old age, cardiovascular disease and respiratory disease separately, but very often an old man presents in the medical wards with a combination of bronchitis and heart failure. He is put to bed and promptly gets acute retention. This syndrome may be thought of as a vicious circle, with chronic bronchitis and chronic retention as underlying contributory factors. Various things can initiate the syndrome such as an attack of acute bronchitis: undue exertion in the elderly may be too much for the heart. Putting the patient to bed for any other reason, or unwise treatment of bronchospasm with ephedrine may cause an acute retention, and the vicious circle is started. Fortunately the conditions are amenable to treatment: a catheter for the acute retention, antibiotics for the pneumonia and digitalis for the heart. If the patient responds to treatment, operation will eliminate one factor in the vicious circle, when he suffers another "attack" next winter.
Summary.-All the conditions discussed progress with age. The cardiovascular system becomes more atherosclerotic, the vital capacity and forced expiratory volume diminish, chronic bronchitis supervenes and presents a greater hazard each winter. But still at the age of 70 a man may have nine years to live and at 75 he can expect seven years more, so why not remove his prostate and relieve him of one burden before he ends his days? The case presented by the British team was that of a 32-year-old man complaining of pain in the right loin, vomiting, frequency, nocturia and hwmaturia. Chest X-ray revealed a miliary type of lesion and he subsequently developed signs of central nervous involvement, although the cerebrospinal fluid remained normal. He eventually died in coma.
The members of the American panel considered the alternative diagnoses of either a granulomatous lesion, or a pulmonary or renal tumour with metastases to the meninges. The postmortem findings showed a tuberculous abscess in the right kidney with spread to the meninges.
The American case was that of a 57-year-old man complaining of episodes of hxmoptysis and gastro-intestinal bleeding. Subsequently lymphadenopathy developed and the blood picture showed a marked leucocytosis. He was eventually treated with ACTH, but rapidly deteriorated and died. The British team discussed the varying aspects of the case and came to the conclusion that chronic leukaemia was the most likely diagnosis. Post-mortem examination showed miliary tuberculous lesions throughout the body, a finding quite unsuspected in life.
Dr. G. 0. Barber, in summing up, remarked that thirty years ago tuberculosis had the name of "the captain of the men of death" and that it was a very salutary reminder that this disease had not lost its power by any means.
Meeting May 18, 1960 THE RIGHT REVEREND THE LoRD BISHOP OF DURHAM delivered an address on The Relation between, Parish Priest and Family Doctor. (See The Practitioner, 1960, 185, 99.) 
